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a b s t r a c t

This commentary assesses the impacts of the global austerity drive on health inequities in the aftermath
of the global financial crisis of 2008. In doing so, it first locates the origins of austerity within the 40 year
history of neoliberal economic orthodoxy. It then describes the global diffusion of austerity since 2008,
and its key policy tenets. It next describes the already visible impacts of austerity-driven welfare reform
on trends in health equity, and documents how austerity has exacerbated health inequities in countries
with weak social protection policies. We finally identify the components of an alternative policy response
to the financial crisis than that of austerity, with specific reference to the need for shifts in national and
global taxation policies and public social protection policies and spending. We conclude with a call for a
reorientation of public policy towards making human health an overarching global policy goal, and how
this aligns with the multilaterally agreed upon Sustainable Development Goals.

© 2017 Elsevier Ltd. All rights reserved.
1. Introduction

The 2008 Global Financial Crisis (GFC) triggered the deepest
global recession since the Great Depression in the 1930s. The re-
percussions of the crisis were, and continue to be, felt worldwide.
Shortly after its onset, many commentators predicted that, as with
prior regional financial crises, the GFC would result in negative and
disequalizing social and economic impacts, compromising major
social determinants of health (SDH) and producing harmful health
impacts, particularly on mental health (Banoob, 2009; Labont�e,
2009; Marmot and Bell, 2009). In the same year as the crisis
struck, the WHO Commission on Social Determinants of Health
released its final report, calling for action on social determinants of
health to address health inequities (WHO Commission on Social
Determinants of Health, 2008). The report argued that a toxic
combination of poor social policies and programmes, unfair eco-
nomic arrangements and bad politics were responsible for a major
part of health inequities, defined as systematic differences in health
between and within countries which are avoidable by reasonable
action, including a reduction in inequalities in the distribution of
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socio-economic factors (or structural determinants of health)
through targeted social policy interventions, such as progressive
taxation policy and government subsidies for health-promoting
goods and services.

In this commentary, we discuss the health impacts of the global
austerity drive that governments adopted (or were compelled to
adopt) shortly after the GFC. The commentary first locates the or-
igins of austerity within the almost 40 years of a dominant
neoliberal economic orthodoxy. It then describes the global diffu-
sion of austerity in the aftermath of the GFC and its key policy te-
nets. We next summarize the known and potential future effects of
austerity budgets, welfare reforms and other policy measures on
health equity, by drawing on previous and current data and
research in this area with a focus on how austerity measures might
inequitably impact social determinants of health pathways. We
describe the already visible impacts of austerity-driven welfare
reform on trends in health equity, and document how austerity has
exacerbated health inequities in countries with weak social pro-
tection policies. We then identify the components of an alternative
policy response to the financial crisis with specific reference to the
need for shifts in national and global taxation policies and public
social protection policies and spending. Despite the increasing ev-
idence that neoliberalism and its post-crisis austerity agenda is
failing even on its own theoretical terms (i.e. to reduce government
debt and stimulate economic growth), such evidence has yet to
shift noticeably the austerity policy reform efforts led by the
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European Central Bank, the European Union, and the international
financial institutions (IFIs) (Lawson, 2016). We conclude with a call
for a radical reorientation of public policy towards making human
health an overarching global policy goal, and how this aligns with
the multilaterally agreed upon Sustainable Development Goals.

2. A short history of neoliberal austerity

It would be a gross misconception to attribute the beginnings of
the politics of austerity to the GFC and its recent effects. Rather, the
origins of the current austerity drive can be traced back to the early
1970s, a period of economic stagnation and profit decline amidst a
third world debt crisis and run-away inflation (Labont�e and
Stuckler, 2016). This led to the development of a policy consensus
in the corridors of power (often referred to as the Washington
Consensus) broadly aligned with neoliberal economics and its focus
on privatization, deregulation, tax reform (i.e. lower corporate and
income tax rates to attract foreign investment), trade and financial
liberalization, and deficit reduction (usually understood as
reducing budget deficits in economic downturns by decreasing
public expenditure, particularly through welfare spending cuts)
(Williamson, 2004). The driving forces behind this new consensus
were Conservative governments which ascended to power in the
early 1980s, including Ronald Reagan in the United States and
Margaret Thatcher in the UK. The main pillars of this emerging
neoliberal economic paradigm were reduction of growth in gov-
ernment spending, reduction of the federal income and capital
gains taxes, trade and investment liberalization and tightening of
monetary supply.

Structural adjustment policies (SAPs) were the tools used by the
International Monetary Fund (IMF) and World Bank to bring
developing countries into alignment with the neoliberal paradigm,
while multilateral trade agreements, eventually culminating in the
1995 World Trade Organization, further morphed the welfare state
into the competitive state (McBride et al., 2016). Beginning in the
early 1980s SAPs were widely introduced across the developing
world, and by 1987 the World Bank had approved 52 structural
adjustment loans and 70 sectoral adjustment loans. During the
period 1980e89, 171 SAPs were introduced in sub-Saharan Africa
alone (Ruckert et al., 2015). These transformations had, and
continue to have, significant implications for health equity both
nationally and globally (Ruckert and Labonte, 2012). While
neoliberal policy implementation differed in varying country con-
texts, it generally included the progressive dismantling of the
welfare state, in terms of its fiscal capacity and its related ability to
engage in social spending (Benatar et al., 2011). It was one of the
primary goals of SAPs to eliminate, or at least significantly reduce,
budget deficits in order for countries to meet their international
debt obligations, and to return those countries at risk of sovereign
default to a balanced budget position over time. In many countries,
this meant significant cuts to healthcare and other health-relevant
social services spending. Such spending cuts were often accom-
panied by revenue-generating schemes that required users to share
in the cost of services, further undermining equitable access to
health care and impoverishing households (McIntyre et al., 2006).
As one example, Ghana's Economic Recovery Programme of
1983e1986 required the removal of general subsidies, which led to
an intensification of fee collection for services and enforcement of
the Hospital Fees Act (Bhattacharya et al., 2002).

3. The global financial crisis and the deepening of austerity

The GFC, rather than generating an abdication of neoliberal
economics, quickly led to an intensification of its austerity regime.
In the direct aftermath of the crisis, most governments and
international organizations, including the IMF and the World Bank,
acknowledged the importance of counter-cyclical fiscal spending in
response to the collapse of effective demand and trade, depressing
global economic growth (Ruckert and Labont�e, 2012). For a brief
period between 2008 and 2009, most governments around the
world introduced fiscal stimulus programs and ramped up public
spending. According to an expenditure review by UNICEF, when
comparing pre-crisis spending levels to this first phase, 80% of
countries (144 in total) had increased public expenditures, with the
average expansion amounting to 3.9% of GDP (Ortiz and Cummins,
2013). But by 2010, as the private debt crisis turned into a sovereign
debt crisis, austerity was back on the agenda, heralding the
beginning of the second phase of the crisis response (2010e2013).
It was again the IFIs that took the lead in implementing austerity in
the developing world through linking access to emergency finance
to a new set of structural adjustment programs very reminiscent of
the discredited programs of the 1980s and 1990s (Ruckert and
Labont�e, 2012).

In this phase, despite the fragile state of economic recovery with
relative poverty, averaging globally around $2.90/day in con-
sumption according to World Bank metrics, on the rise, govern-
ments started to withdraw fiscal stimulus programs and scale back
public spending. When comparing expenditure levels in the second
phase of the crisis (2010e12) to the expansionary phase (2008e09),
40 percent of countries (or 73 in total) reduced total spending by
2.3 percent of GDP, on average, with fiscal contraction strikingly
larger among developing countries: 56 developing countries cut
their budgets by an average of 2.7 percent of GDP compared to 17
high-income countries at 1.0 percent of GDP (Ortiz and Cummins,
2013). In the third phase (2012e2015), austerity has somewhat
slowed despite various predictions initially that the number of
countries affected by spending cuts would jump even further, and
that the average contraction size would increase by 2015 (Ortiz and
Cummins, 2013). The worldwide drive toward austerity tempo-
rarily waned beginning in 2012. During the four year period be-
tween 2012 and 2015, a number of countries eased policies to cut
expenditures, with 86 countries worldwide continuing to cut their
budgets during this phase, but at an overall slower pace. However,
recent IMF expenditure projections for 2016e2020 indicate that
austerity will likely ramp up significantly beginning in 2017, sug-
gesting that austerity will affect more than 6.1 billion persons or
nearly 80 per cent of the global population by 2020 (Ortiz et al.,
2015). Ortiz et al. note that compared to a baseline scenario
without spending contraction, global GDPwill be 5.5 per cent lower
by 2020 than without austerity (Ortiz et al., 2015).

The central tenets of austerity encompass policy changes with
direct and indirect health equity implications. Directly health
relevant aspects include the rationalization and further targeting of
social safety nets and social protection spending; health care sys-
tem reforms to constrain rapidly expanding health budgets; the
elimination or reduction of subsidies, for example for food and
agricultural inputs; and reforming of age-old pensions through
raising of contribution rates and lowering of paid-out benefits
(Ruckert and Labonte, 2012). Of indirect health relevance are labour
market reforms to further increase labour market flexibility, on the
presumption that this would lead to increased employment but
with little regards for the negative health consequences (Benach
et al., 2014). Such policy responses, even while being promoted
by the IMF, contradict the Fund's own recent recognition of the
importance to protect social spending in countries under structural
adjustment. Some of its recent working papers have argued for
stronger collective labour bargaining power and increased public
sector spending to stimulate the demand-side of persisting slug-
gish economic growth (Jaumotte and Osorio, 2015), while ques-
tioning the empirical basis for neoliberalism's economic
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assumptions (Ostry et al., 2016).

4. Health equity implications of post-crisis austerity

The health and health equity effects of recessions have long
been a subject of intense debate in public health, with inconclusive
findings. On the one hand, some research has found that recessions
in market economies are not associated with health decline but
with health improvement, if measured at the aggregate level in
terms of general mortality and major causes of death (Lin, 2009);
while a healthy economy can actually undermine certain health
outcomes (Ruhm, 2007). The health gains associated with re-
cessions are explained in reference to changes in dietary habits and
lifestyle choices, including more time to exercise, less exposure to
hazardous working conditions, and healthier dietary choice due to
loss of income (Ruhm, 2000). Similarly, some authors have sug-
gested that health inequalities, if measured at the aggregate level in
terms of socioeconomic inequality in mortality, might be pro-
cyclical in nature, that is, they tend to decline in recessions and
increase during economic boom times (Valkonen et al., 2000).
Following this, Ruhm has predicted that the health impacts of the
global financial crisis and ensuing austerity will follow such a tra-
jectory, and has pointed to (if minor) increases in Life Expectancy at
Birth (LEB) even in crisis-stricken countries (Ruhm, 2015).

On the other hand, when assessing health and health equity
more broadly using multiple indicators, and measuring health
outcomes at the individual level, authors have long observed the
health challenges that recessions can present, especially in terms of
its mental health impacts and via deteriorating social determinants
of health, such as a rise in unemployment (Suhrcke and Stuckler,
2012). Similarly, while little research has been conducted on the
health equity impacts of recessions from a broader social de-
terminants of health perspective, some studies do find evidence for
unequal health impacts for different socio-economic groups in so-
ciety. Edwards (2008), for example, finds that individuals with low
levels of education (presumably translating into lowwages) were at
risk of declining health, while those with a high-school degree
improved their health outcomes in the 1980s and 1990s during
periods of rising unemployment. In addition, we expect the impact
of the global financial crisis to be much longer lasting than the
health effects of normal recessions which, especially in high-
income countries, are, or can be, ameliorated by initial counter-
cyclical government spending (Suhrcke and Stuckler, 2012). But
the brief period of country-cyclical spending following the 2008
financial crisis quickly gaveway to implementation of synchronized
world-wide austerity around 2010, as noted above. This implies
that any existing short-term, average and aggregate positive health
effects linked to stimulus spending are likely to be more than offset
by adverse long term health effects for individuals.

Our discussion below moves beyond simplistic assessments of
the health equity impacts of austerity through a single statistical
indicator, to focus on pathways which, directly and indirectly,
connect austere fiscal policy with health equity relevant individual
behaviours and structural outcomes, including: access to health
services; loss of employment and its links tomental health; and the
rise in labour market flexibility and associated precarious
employment (WHO Commission on Social Determinants of Health,
2008). A central pathway that connects austerity to health equity is
the restructuring of health services. In a recent narrative review of
the impacts of post-crisis austerity on health in high-income
countries, the authors found that spending cuts to health services
often shifted the financial burden to households, increasing the cost
of care, for example for drugs or via copayments, and reducing
provision, such as closing or limiting operating hours of facilities or
by staff layoffs (Karanikolos et al., 2016). Other studies have noted
that unmet health care need progressively increased in countries
under the yoke of austerity, notably in Greece between 2008 and
2012 (Kentikelenis et al., 2014; Kentikelenis and Papanicolas, 2011).
One survey in the Unites States found that 63 percent of all patients
with chronic conditions reported economic barriers to accessing
primary care in 2010, a significant uptick from before the financial
crisis (Pearlman et al., 2012). Another study from the United States
found that job loss during the recession widened health inequities
as it increased the probability of unmet health needs by 4% in
families with higher income, compared tomore than 6% for families
with lower income (Berger et al., 2011). Such findings are not sur-
prising given that, for example in the case of Greece, steep health
budget cuts led to clinic closures, job loss for over 37,000 public
health workers and shortages in hospital medicines and supplies
(Stuckler and McKee, 2012).

A WHO study documents that several European countries
similarly reported steep cuts to health care budgets as part of post-
crisis austerity, including Bulgaria, Romania, the Czech Republic,
Estonia, Ireland, Latvia, Spain, and Portugal, in some cases in excess
of 20 percent (World Health Organization, 2012). Several countries
also instituted user charges for health services to address revenue
shortfalls, including the Czech Republic, Denmark, Estonia, Finland,
France, Greece, Ireland, Latvia, The Netherlands, Portugal, Romania
and Turkey (Ruckert et al., 2015). Even in countries not under an
IMF agreement, austerity is leaving a mark on healthcare. Italy, for
instance, levied some novel user fees, pushed through parliament
by decree by the technocratic care-taker government of Mario
Monti, requiring patients to pay an extra V10 for medical consul-
tations and aV25 fee for non-emergency care at hospitals (Houston
et al., 2011). These healthcare fees are charged irrespective of the
income of the patient, undermining the equitable provision of
healthcare and potentially worsening income inequalities (Ruckert
et al., 2015). Considering the more indirect health effects of welfare
state contraction, previous studies suggest that, whilst overall
population health is largely unaffected if measured at the aggregate
level, inequalities in both mortality and morbidity increase when
welfare services are cut (Bambra et al., 2015). Such negative health
equity effects are further amplified by cutbacks to food subsidies,
one of the key elements of austerity in developing countries,
despite such subsidies often being the only way vulnerable pop-
ulations can afford healthy food. But food subsidies have also been
associated with enhanced nutritional status of disadvantaged
families in high income countries, with food subsidy programs
considered a central strategy to promote healthy nutrition and to
reduce socio-economic inequalities in health (Black et al., 2012). In
the case of the UK, a recent study found a significant rise in food
emergency assistance (provided by food banks) which it associated
with austerity measures (Loopstra et al., 2015). Rising food inse-
curity is an urgent health problemwith an equity dimension, as it is
not only strongly associated with malnutrition, but with inequi-
table mental health (Heflin et al., 2005) and chronic disease out-
comes (Seligman and Schillinger, 2010), and deteriorating child
health (Kirkpatrick et al., 2010).

Amongst themost documented negative impacts of austerity (at
least in the short term) are those on mental health. Loss of income
and unemployment are two of the crucial pathways by which
austerity affects mental health, with historical evidence demon-
strating that fiscal consolidation is much more likely to contract
economic activity, lower aggregate demand and result in higher
unemployment (Ortiz and Cummins, 2013). A recent study on
trends in mental health inequities in England covering the period
surrounding the Great Recession (from 2000 to 2013) found that
the prevalence of mental health problems increased markedly
during this era, with increases greatest in people with less educa-
tion and amongst those out of work. It also suggests that austerity
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measures and associated cutbacks in welfare provision may have
contributed to this effect (Barr et al., 2015). Another study con-
ducting a cross-sectional analysis of the Canadian Community
Health Survey, during the period 2007 to 2013, observed significant
increased odds of self-reported poor mental health, including a rise
inmood and anxiety disorders (Nour et al., 2016); while yet another
study observed an inequitable upward trend in the prevalence of
suicide in Greece following the globally orchestrated austerity
drive, with males in their 40se80s most strongly affected
(Antonakakis and Collins, 2014). It is not surprising that social
protection spending seems to mitigate and equalize the negative
mental health effects of recessions, with one recent study discov-
ering that higher spending on active labour market programmes in
18 European countries was related to narrower inequality in
depressive symptoms by education level (Niedzwiedz et al., 2016).

A final pathway that connects austerity to poor mental health is
the rise in homelessness linked to economic decline and cutbacks
in welfare provisioning. A recent study notes that each 10% fall in
economic activity is associated with an increase of 0.45 home-
lessness claims per 1000 households, while increasing rates of
homelessness were also strongly linked with government re-
ductions in welfare spending (Loopstra et al., 2016b). While much
of academic attention has been devoted to the immediate link
between austerity, unemployment and deteriorating mental
health, particularly the spiking of depression and suicide risks,
some studies have also highlighted the potential long-term health
implications of protracted unemployment (Milner et al., 2013).
Such negative health findings in countries that underwent austerity
contrast with health outcomes in countries that did not undertake
such measures, especially when assessing self-reported health. For
example, in Greece the prevalence of good self-rated health
declined from 71 percent in 2006 to 68.8 percent in 2011, while in
Iceland (which did not accept austerity measures) there was no
significant change in self-reported health outcomes in the direct
aftermath of the crisis (between 2007 and 2009) (Karanikolos et al.,
2016).

Labour market flexibilization is a central aspect of the global
austerity regime, with significant health implications (Benach et al.,
2014). The policy responses to the GFC emphasize the importance
of ‘modernizing’ labour markets, especially in developed econo-
mies struggling with large budget deficits. In most cases, this meant
dismantling the protective measures that insulated workers from
the vagaries of unregulated labour markets at a time whenworkers
need such protections the most. A UNICEF review found that be-
tween 2008 and March 2012, 40 countries implementing SAPs
altered their employment protection regulations for permanent
employees, mainly by modifying the regulation of severance pay-
ments and notice periods; 25 countries also changed their legisla-
tion on collective dismissals by either facilitating the process or
reducing requirements. Such measures are argued by the IFIs to
enhance economic performance, by reducing unemployment
(Bernal-Verdugo et al., 2012). However, evidence suggests that, in a
context of economic contraction, labour market flexibility is more
likely to lead to precarious and vulnerable employment, as well as
depress domestic incomes and aggregate demand, ultimately hin-
dering crisis recovery efforts (Ortiz and Cummins, 2013). The pro-
liferation of precarious employment has raised strong concerns
amongst population health researchers. Workers in precarious ar-
rangements often share similar characteristics with the unem-
ployed, with some evidence suggesting that chronic job insecurity
may be more health damaging than actual job loss (Ruckert and
Labont�e, 2012). Effects which are typically, but not exclusively,
related to precarious work arrangements, such as job insecurity,
have long been linked to adverse health outcomes such as psy-
chosocial morbidity (Ferrie et al., 2002).
Finally there are concerns in the population health community
that welfare reform which is implemented in many countries as
part of the austerity drive, and generally amounts to cutbacks either
by reducing welfare payments outright or by changing eligibility
criteria, could compromise the health of the elderly. And indeed a
recent study linked austerity driven reductions in income support
and social care for low-income seniors in the UK to rising mortality
rates among pensioners aged 85 years and over, with each 1% drop
in support for low income pensioners associated with an increase
in 0.68% in old-age mortality (Loopstra et al., 2016a). Another
qualitative study found that removal of a housing subsidy (also
known as the ‘bedroom tax’) in the UK has undermined purchasing
power for essentials among vulnerable populations, particularly for
food and utilities, with study participants recounting negative
impacts on mental health, family relationships and community
networks (Moffatt et al., 2016).

5. Conclusion: the need for strong social protection policies

In many ways, it is still too early to assess the full health equity
impacts of the global austerity regime, as few studies have been
conducted on the topic to date, with existing studies largely
focused on the health effects of austerity in high income countries
and a lack of research originating in lower income settings; and
because it will take time for the longer term health (equity) effects
to become fully visible and measurable (Bambra et al., 2015).
However, it is clear that the impact of the crisis and ensuing aus-
terity will be overall negative unless we internalize one key lesson:
evidence from current and previous episodes of economic reces-
sion and implementation of austerity clearly demonstrate that
health equity results are influenced by national policy variation. In
particular, social protection spending has been found to be a key
mitigating factor during times of economic downturn and episodes
of austerity, especially for the most vulnerable in society (Copeland
et al., 2015). The interaction of fiscal austerity with social protection
policy should therefore be considered a central driving force of
health equity outcomes (Karanikolos et al., 2013). Similarly, the
adverse health effects of unemployment can be mitigated by strong
labour market protections, especially through active labour market
policies. This confirms findings in the literature on welfare state
regimes which examines how between-country differences in
health inequalities are related to variations in the provision of
welfare (Stuckler et al., 2009), drawing on the institutional turn in
social stratification scholarship (Beckfield et al., 2015).

Granting governments the fiscal space to engage in much-
needed social protection spending requires reforming the domi-
nant (unfair and unsustainable) global taxation regime which has
for too long allowed multinational corporations and wealthy in-
dividuals to game the system and hide their income from taxation,
undermining the fiscal capacity of the state to provide social pro-
tection from sudden and violent market movements. At the same
time, global tax competition has substantially eroded the progres-
sivity of tax regimes and the taxation (public revenue) share of GDP
in most countries, with one study estimating that the untaxed
monetized value of global economic product rose from USD 28
trillion in 2004 to USD 58 trillion in 2012 e more than doubling in
only eight years (Labont�e and Stuckler, 2016). There are increasing
calls to increase taxation, albeit more to support public spending to
increase aggregate demand than to begin reversing the massive
upwards flow of wealth that has characterized the past 40 years of
neoliberal economic dominance. Even as some low-income country
governments are attempting to increase their domestic revenue
generation, a combination of a legacy of tax holidays to attract
foreign investment, illicit capital flight, high unemployment rates,
and low GDP means that many countries will be unable to self-
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finance sufficient social protection measures. This fiscal shortfall
has led to many observers and the International Labour Organiza-
tion (ILO), amongst other multilaterals and non-governmental or-
ganization, to call for establishment of a Global Social Protection
Fund that would help finance national social protection floors
(International Labour Organization, 2012). Such a floor would be
based upon nationally defined sets of basic social security gua-
rantees that included, as a minimum, universal access to essential
health care and basic income security. There is already interna-
tional agreement that financial assistance should be provided to
nations unable to self-finance such floors, and an existing (if hith-
erto largely unused) funding mechanism (the World Solidarity
Fund, created by the UN General Assembly in 2002) that could be
used for this purpose (Cichon, 2015).

The world's governments once again iterated this commitment
as part of the post-2015 Sustainable Development Goals (SDGs),
with one of the poverty reduction targets being “nationally
appropriate social protection systems and measures for all,
including floors” by 2030. The SDGs in their indivisible totality
represent a compelling anti-austerity agenda, with 17 goals artic-
ulating a fundamentally different vision of the world we presently
inhabit. The SDGs havemany flaws and one basic contradiction: the
assumption that the ‘business-as-usual’ and still largely neoliberal
global economic growth model will somehow lead to greater in-
come equality and a livable ecology. It can't and it won't; the evi-
dence on that is irrefutable (Sustanability Commission, 2015). But
an advocacy focus on those SDGs that are central to promoting a
more equitable global health (and one that is environmentally
sustainable) hold some potential to surround the neoliberal eco-
nomic model with policies and regulations that undermine its
power and its legitimacy. A recent consolidation of those goals
created a priority list of seven: end poverty, end hunger, ensure
healthy lives, ensure quality education, ensure sustainable water
and sanitation for all, reduce inequality, and ensure (environmen-
tally) sustainable consumption and production (Labont�e, 2016).
Achievement of many of the other SDGs are implicit in accom-
plishing these seven, which can even be shortened to just three:
quality education, reduce inequality, and environmentally sus-
tainable consumption and production.

Even so, moving forward on the idealistic intent of the SDGs will
require massive forms of income redistribution within and be-
tween nations, as estimates of the costs of achieving the 169 targets
of the SDGs are in multiples of trillions (the most commonly cited
being USD 3 trillion annually) that governments still under the
thrall of austerity are reluctant to finance. Yet a simple mechanism
exists (a financial transaction tax) that, if applied at a negligible rate
of 0.05 percent (5 cents per every 100 dollars) and to derivatives as
well as more conventional forms of currency exchanges, could raise
over USD 8.6 trillion annually (McCulloch and Pacillo, 2011)emore
than enough to finance the SDGs through such mechanisms as the
global health funds (or the proposed and less disease-specific,
Global Fund for Health), the Green Climate Fund and the pro-
posed Global Social Protection Fund. Regrettably, reference to a
global financial transaction tax was removed from the final version
of the SDGs, undoubtedly to placate those countries with a vested
interest in footloose global capital and opposed to such a tax.

Finally, to advance a global progressive agenda will also require
considerable activism at the national government level, as most
governments have yet to act upon any of the SDGs. At minimum,
and whenever encountered in public policy regardless of how such
policies might be packaged, it is imperative that neoliberal eco-
nomic orthodoxy and its austerity regime be vociferously chal-
lenged for its lack of any theoretical, empirical or ethical
justification. The recent election of Donald Trump in the United
States and the decision by voters in the United Kingdom to leave the
European Union (both outcomes by the slimmest of political mar-
gins) might open a window of opportunity to reorganize the global
neoliberal order in ways more supportive of the health and equity-
oriented social and ecological dimensions of the SDGs. But the
protectionist and nationalist rhetoric that spurred these 2016
electoral shocks, and the divisive xenophobia, racism andmisogyny
that were most pronounced in the Trump campaign, are hardly
healthy alternatives to a potentially weakened neoliberal order.
Instead, what is needed is a clear articulation of an inclusive left-
populist platform that challenges the rise of the ‘alt-right’ (alter-
native right), by addressing the anger and concerns of the voters
who expressed their clear disaffection with the politics and eco-
nomics that have predominated over the past 40 years.
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